In the context of 'Do-not-resuscitate' (DNR) decisions, there is a lack of information in the UK on the opinions ofpatients and prospective patients.
Introduction
The medical profession has had experience of cardiopulmonary resuscitation (CPR) for some 30 years and of 'Do-not-resuscitate' (DNR) orders for 15 years. It might be expected that the choice of when and when not to resuscitate would now have been reasonably well clarified in respect of individual patients with particular sets of clinical conditions. There is much evidence of continuing confusion and uncertainty.
A British editorial commentary in 1983 cautioned against '... the persistent diagnostic and therapeutic endeavour associated with high-technology medicine' in dying patients (1) , and another in 1985 stated that: 'On the present evidence ... there are certain groups of patients who should not be resuscitated' (2) . In the intervening years, progress towards agreement on DNR policy in Britain has been sporadic, and decisions have remained essentially the concern of doctors alone. A more recent editorial analyses the ethical principles governing DNR orders, and urges their wider use (3) .
In determining the appropriateness of CPR, American doctors have shown greater willingness than their British counterparts to permit patients' opinions to influence DNR decisions, and since 1988 all hospitals in the USA seeking accreditation from the Joint Commission on Accreditation of Healthcare Organisations have been required to introduce DNR policies, and patient participation in decisions is recommended whenever possible (4). In Britain, hospitals with DNR policies are probably in a small minority, despite suggestions that most British doctors would support such policies (5) .
Several studies of patients' attitudes to CPR have been conducted in the USA, and there is evidence that senile dementia more than any other condition has an association with patients' wishes for future DNR status (6, 7) .
No British studies have tried specifically to determine the attitudes of prospective patients to resuscitation in the particular context of hypothetical senile brain disease, although it has been proposed that prior knowledge of patients' wishes would be helpful in decisions on life-sustaining treatments (8) .
Patients and methods
The study was conducted in 333 unselected patients, with no evidence of cognitive impairment, attending for out-patient urological examination and/or surgery. No premedication was given and all patients received a propofol-based general anaesthetic. Patients were asked to read a simple explanation of CPR and answer anonymously three questions on a separate sheet. The questionnaires were issued at least two hours after the patients had returned from the recovery room to the ward area, at which time they were deemed to be fully recovered and 'ready for discharge' (9) . Statistical There was no significant association between the responses to question 3 and the sex of the respondents. Analysis of the mean ages of the groups of respondents showed no significant differences. Within the separate mean ages of male and female patients there were also no significant differences related to responses to question 3. Analysis of responses in those above and below age 60 showed no significant differences (Table III) .
In response to the verbal question: 'Did you find it disturbing to be asked these questions?', no one responded in the affirmative.
Discussion
This study of hospital out-patients shows that threequarters would favour not being resuscitated after a cardiac arrest if they had become severely senile, and only 10 per cent would definitely opt for resuscitation. In their current state of health about 2 per cent of patients would not wish CPR, and over 96 per cent would opt for it. There is thus a marked difference in responses when the condition of advanced senile disease is introduced into the prospective clinical picture.
An early American study (10) found that only 6-6 per cent of elderly residents in an institution would No significant association between age group and response, using Chi-square.
want CPR, and a more recent investigation of opinions among competent nursing home residents (mean age 84) showed that preferences for CPR decreased significantly with envisaged increasing cognitive impairment (6) . The results of the present study are broadly consistent with those previous investigations in providing evidence that increasing age is not associated with a decline in resolve to forego CPR or aggressive treatment in the presence of senile brain disease.
To the non-medical person, the word senile probably means rather more than the dictionary definition, 'showing evidence of mental and physical deterioration in old age', with concern about serious loss of mental function being particularly dominant (7). This interpretation was presumed in the deliberate use of the phrase, 'no longer able to recognise your family and friends' (Table III) , which was used in a recent New York study of geriatric out-patients (1 1 Alzheimer's disease, more than any other condition, appears to be associated with negative feelings towards life-sustaining treatments. In an examination of the opinions of doctors and patients relating to a range of clinical scenarios it was found that both groups ranked the hypothetical presence of Alzheimer's disease highest for not wishing resuscitation after a cardiac arrest (7) . More recently, a study of DNR orders written for patients in an emergency department over a 1 0-month period showed that, apart from the various acute illnesses which prompted the emergency admissions, the most common underlying problem associated with DNR status was senile dementia (13) . A recent American editorial states that: '. . . DNR orders often should be considered for patients with senile dementia' (14) .
The ethical basis for DNR decisions and those who should make such decisions have been the subjects of several recent commentaries. Increasingly, DNR decisions are perceived as being less a purely medical judgement and more an expression of at least some degree of patient autonomy. The underlying ethical principles for decisions to forego lifesustaining treatment (which would include CPR) have recently been summarised by the Appleton International Conference under the headings of autonomy, beneficence (do good), non-maleficence (avoid harm), and justice (15) , and similar ethical guidelines have been proposed by the Council on Ethical and Judicial Affairs of the American Medical Association (16) .
Several commentators have argued the supremacy of the patient's self-determining right to decline CPR. Since this can be achieved only in a proleptic manner, American groups in particular have strongly advocated early discussion of CPR and DNR. A recurring argument against such a policy is the potential for causing psychological upset, but there is little evidence to support this fear (17) . In a recent study of patients aged 65 to 90, Stelter et al found that no fewer than 95 per cent wanted the ability to make or influence decisions at the end of life (1 8). In the present study, of the 270 patients asked if the questions had been disturbing, none expressed any upset, and individual comments were volunteered, such as: 'This should have been asked years ago!', 'Not at all -it's a fact of life,' and 'We need to know we won't be kept alive indefinitely'. The total absence of avowed disturbance to patients was of particular interest and surprise to the nursing staff of the out-patient unit who initially expressed grave reservations about the wisdom of asking such seemingly sensitive questions. The lack of upset is taken to indicate that patients in general have a realistic attitude to the aims and limitations of CPR, and it provides supporting evidence for the findings of American studies suggesting that patients feel more comfortable with discussions of these matters than do their doctors (19, 20) . The American Medical Association guidelines (16) state that 68 per cent of patients want to discuss CPR, and note that although only 11 per cent of patients are mentally impaired at the time of admission to hospital, 76 per cent are impaired at the time when a DNR order becomes an obvious medical option. Thus, even within the more enlightened status of DNR policies in the United States, decisions are often taken too late to allow the patient any expression of opinion.
Despite pleas for the supremacy of patient autonomy, others have argued that clinical judgement may be more relevant for making DNR decisions, suggesting that considerations of futility, prognosis, and expected quality of life may be better determinants of whether or not to resuscitate. Tomlinson and Brody (21) , in discussing the rationale for DNR decisions state that in a situation where no medical benefit is likely, there is no obligation to treat. They suggest that this is purely a medical decision: 'The right to self-determination ... is irrelevant to the determination that resuscitation would be of no medical benefit.' Murphy (22) also takes the view that not resuscitating severely demented patients has more to do with judgements of futility, or balancing benefits and burdens -supposedly an essentially medical judgement. Youngner (23) takes issue with this assessment and states: 'Murphy's proposal is a regressive step. Under the guise of medical expertise and concern for proper resource allocation it encourages physicians to substitute their own value judgements for those of their patients. ' It is evident that medical judgements in favour of some DNR decisions can rightly be informed by clinical experience, unbiased research, and the results of outcome determinations which would not (5, 24) .
This study leads to the conclusion that the great majority of people would not want CPR if severely affected by senile dementia, and that patients are not disturbed by discussing resuscitation and DNR in the out-patient setting. This ought to encourage the more widespread introduction of DNR policies, and these should usually include competent evidence of patients' wishes.
